Among these cancers six were examined with the electron microscope and a series of ultrastructural modifications are described. Although some cells may appear as normal, others exhibit hypertrophy of some of their organelles.
The microvilli of the cell surface are sometimes hyperplastic. Mitochondria are often altered and 'cloudy swelling' is present.
Some cells may undergo normal differentiation to the goblet cell, others appear clear (Caspersson and Santesson's B type of cell) and others dark with dense nuclei and conspicuous ergastoplasm (Caspersson and Santesson's A type). The significance of this last type was discussed in relation to the effect of contact radiotherapy. Whereas classically it is supposed to represent a cell endowed with particularly active metabolism, the possibility that it corresponds rather to necrosis was considered. The authors described an unusual lesion of the rectal mucosa developed as a result of contact with cancer of the pouch of Douglas. Clinically it caused a dysenteric syndrome. Proctoscopy showed an area which was pale pink in colour, of a velvety appearance, being soft and pliable, non-hwmorrhagic and raised up in large folds. At biopsy, the mucous membrane was found to be hypersecretory with thick vegetative growths, lined with large clear cylindrical cells distended by an abundant secretion of mucus. In front of this rectal lesion lay a tumour in the pouch of Douglas.
This malignant tumour was genital in structure and was associated with an endo-uterine cancer. The pre-rectal tumour pushed back the colonic wall. At the point of contact the mucous membrane was 3-4 mm thick, composed ofjuxtaposed vegetative growths lined with mucous cells. But the malignant lesion nowhere infiltrated the intestinal wall. This distinctive lesion, which the authors call 'muco-adenomatosis "en nappe"', does not appear to be described in the literature. It constitutes a reaction of the intestinal mucosa to contact with a cancerous focus outside the digestive tract.
Dr A C Young (St Mark's Hospital, London)

Radiology of Colonic Polyps
The double contrast (Malmo) enema demonstrates the geometrical features of polypoid lesions of the colon. The base of a sessile polyp is represented by an even, smooth line, appearing as a concave curve in profile, as an asymmetrical ellipse obliquely and as a circle only in the 'en face' view. A pedunculated polyp, being usually at an angle to the wall of the colon, has a skewed base. A malignant polyp is usually larger than 1 cm in diameter; its base is outlined by barium as a line not only irregular in form but also of uneven thickness. This line may project far into the lumen or may be so irregular as to present a complete interruption of barium coating the bowel. When a malignant polyp presents on a flexure, its base, seen in profile, destroys the smooth curve of the colonic outline. It is occasionally necessary to integrate several views in order to demonstrate all the features of a polypoid lesion; this is especially true of long-stalked pedunculated lesions.
Multiple polyps may be so closely set that they resemble a string of beads; they must be differentiated from polyposis ulcerosa and pneumatosis cystoides intestinalis. Small polyps, up to a centimetre or so in diameter, may not be felt at a laparotomy. Artifacts can cause mistakes in radiological diagnosis, so before the patient undergoes laparotomy for a polyp diagnosed radiologically, a confirmatory X-ray examination should be carried out.
The rectum should be included in radiological examination. Sometimes a lesion is seen on the film without having been recognized sigmoidoscopically. On the other hand some lesions seen sigmoidoscopically have failed to show in the X-ray films. The operation of colotomy may be considered for the removal of polyps in the colon beyond the reach of the sigmoidoscope. The affected segment of colon is exposed by abdominal section, frequently a muscle-splitting incision in the left iliac fossa. The polyp is identified by palpation and the exact attachment of the polyp pedicle is determined by pushing the polyp caudally and distally until the traction on the polyp dimples the colon wall at the polyp pedicle site.
The bowel wall is incised through a longitudinal tenia and the polyp pedicle is transfixed, ligated and divided by diathermy. If the polyp is large and sessile, the mucous membrane is dissected up as a cuff and excised with the polyp. The mucous membrane is then sutured.
Coloscopy should be performed through the colotomy incision even when the pre-operative barium enema has shown no other polyps. It is not my practice to make multiple colotomy incisions to try to screen the whole bowel by coloscopy: to do so is dirty, difficult and almost invariably inconclusive.
The incision in the bowel wall is closed by two layers of interrupted sutures, with an outer layer of silk. My preference is to suture the bowel in the longitudinal rather than the transverse axis. The suture line is reinforced by an appendix epiploica.
As contact of the polyp with the edges of the colotomy incision is inevitable, there is the possibility of implantation of cells from a focus of malignancy in the polyp. After removal, the cut edges of the colon are carefully wiped with mercury perchloride or Chlorpactin.
After removal, it is necessary to know whether the polyp is benign or malignant and, if it is malignant, the grade of malignancy, whether the stalk is invaded and if the excision can be considered complete.
If it is benign, nothing further need be done. If it is of high-grade malignancy and the stalk is extensively invaded a subsequent colectomy is essential. If it is of average or low-grade malignancy and the stalk is not invaded, no further steps need be taken.
It is unfortunate that the immediate examination of the polyp by frozen section at the time of its removal does not provide sufficiently detailed information and it is only from paraffin wax sections that the essential information can be obtained.
The operation of colotomy is a much less severe procedure than colectomy and carries less risk of hxemorrhage and leakage than a complete transection of the bowel.
Because one can never be sure, even with a malignant polyp on a long pedicle, that spread to a lymphatic gland in the mesocolon has not occurred by lymphatic embolus, colectomy with removal of the adjacent lymphatic field is the operation of choice in a fit patient. Colotomy, however, is indicated in frail, obese and elderly patients with co-existing constitutional disease.
Hemorrhoids [Abridged]
Dr J Arnous and Dr E Parnaud (Paris)
Hiemorrhoids -a Film
This 16 mm film, lasting 25 minutes, after a resume of the history and anatomy, shows the pathogenesis of hemorrhoids and the different methods of treatment as employed in France, with an outline of the indications for the methods and their limitations:
(1) Medical treatment, which is often only a palliative measure, may at the same time be useful.
(2) Bensaude's method, which consists of the injection of a sclerosing fluid, quinine-urea 5 %, or phenol liquefactum 5 %, into the submucosa of the upper part of the h.emorrhoid.
(3) Surgical treatment, properly so-called, the authors giving preference to the technique developed at St Mark's Hospital, London.
(4) A specifically French technique, which is without danger when correctly used, and consists of a process of electrocoagulation in a nitrogen atmosphere.
The film ends with a brief sequence about the complications of heemorrhoids and their treatment as a matter of urgency.
Dr Paul Dissard
(Lyons) A New Method of Surgical Treatment for Strangulated, Thrombosed and Prolapsed Hsemorrhoids: Evacuation of Clots by 'Radiating' Incisions without Resection of Skin Dr Dissard showed a diagrammatic film' of the pathogenesis of thrombosed hemorrhoids, the displacement of venous loops raising up the mucous membrane (above or below the valves, or sometimes both), the exteriorization of the whole and the severe torsion of the vascular loop, resulting in a lesion of the wall and coagulation of the enclosed blood. He went on to say:
It follows that the only way of rapidly relieving the severe pain (due to the inflammatory reaction to a foreign body) is to excise the clots and the partially necrosed hwmorrhoidal veins.
The classic choice between total excision and medical treatment (the latter by injections or
